level of temporal persistence over 5 years and predict symptomatic outcome.
Background
The first reports in contemporary psychiatry pointing to a disorder of the self appeared at the turn of the millennium [18, 25] . The main idea from these studies was that a disorder of the self is the core feature of schizophrenia-spectrum disorders. It was not a novel insight, but can be found in nearly all foundational texts on schizophrenia [1, 2, 10, 14, 17, 31] .
It is postulated that the affected structure is the 'minimal' or 'core' self, which enables us to experience ourselves as self-same subjects who experience the world from our own first-person perspective [3, 6] . It means that we have an immediate, but tacit sense of bodily self-presence, and all our mental states are imbued with a sense of subjectivity. In schizophrenia-spectrum disorders this sense-of-self becomes weakened, often leading to hyperreflectivity and a feeling of being ephemeral, not fully existing. One's field of experience (e.g., thoughts or sensations) may be felt as increasingly distant and spatialized (e.g., thoughts are experienced as physical objects) [30] .
In 2005, a scale (Examination of Anomalous Self Experiences-EASE) targeting a range of anomalous selfexperiences indicative of the basic self-disorder was published [26] . Since the publication, several research groups have used this scale to explore anomalies of self-experience in schizophrenia-spectrum disorders, ultra high-risk Abstract Self-disorders have been hypothesized to be an underlying and trait-like core feature of schizophrenia-spectrum disorders and a certain degree of temporal stability of self-disorders would therefore be expected. The aim of the study was to examine the persistence of self-disorders measured by the Examination of Anomalous Self Experiences over a time span of 5 years. 48 patients with schizophreniaspectrum disorders were thoroughly assessed for psychopathology at baseline and 5 years later. Self-disorders were assessed by the Examination of Anomalous Self Experiences. The level of self-disorders was same at the two occasions for the full Examination of Anomalous Self Disorders and for four out of the five domains. For one domain, the level of self-disorders increased slightly from baseline to follow-up. The correlations between baseline and follow-up were moderate. 9 out of the 13 most-frequently rated items at baseline showed equal frequencies at follow-up. The baseline level of self-disorders predicted global symptomatic, but not functional outcome. Self-disorders measured by the Examination of Anomalous Self Experiences show a high populations, unselected help-seeking adolescents, and the general population [8, 13, 19, 21, 27, 29] .
We have previously reported temporal persistence of selfdisorders measured by an early precursor of the EASE [20] . However, no reports of the persistence of EASE-measured abnormalities have yet been published. This issue is of theoretical and clinical importance; if we consider the underlying self-disorder as a core trait feature of the schizophreniaspectrum, then we would expect some degree of stability of the abnormal phenomena.
Aim of the study
In this study, we examined EASE-measured self-disorders (SD) in a sample of first-admission patients with schizophrenia-spectrum disorders at admission and at a follow-up 5 years later.
Methods

Sample
The original sample comprised 100 consecutive first-admission patients of a psychiatric facility in Copenhagen, for details see [21] .
To be included in the study, the patients had to be considered capable of tolerating lengthy interviews, because one of the study goals was to examine the adequacy/efficacy of different psycho-diagnostic interview approaches [22] . This requirement naturally excluded aggressive, agitated, and/or severely psychotic patients. Additional exclusion criteria comprised primary or clinically dominating alcohol/substance abuse, history of brain injury, mental retardation, organic brain disorder, and age >65 years. Due to ethical concerns, involuntarily admitted and forensic patients were also excluded. This selection procedure resulted in a sample of comparatively "mildly" ill patients, yet still requiring hospital admission.
The follow-up took place 5 years later. We wished to reexamine the patients who at the index evaluation received a ICD-10 schizophrenia-spectrum disorder diagnosis, i.e., a diagnosis of non-affective, non-organic psychosis, or schizotypal disorder.
The patients participated on the condition of informed consent and a relevant Medical Ethical Committee approved the study.
Interviews and assessments
The details of the diagnostic assessments at baseline are published elsewhere [22, 23] . Briefly, at baseline all patients were interviewed with the SCID-I and the Schizotypal Personality Disorder module from the SCID-II [5] , the OPCRIT-scale (an extract of the PSE) [16] , expanded with additional items from the SADS-L [4] , the EASE [26] , perceptual items from the BSABS [7] , a checklist of the First Rank Symptom continua [12] , and a Mental Status Examination [10, 11, 15] . Additionally, the patients were assessed with respect to life history, overall psychosocial functioning, family history of mental disorder, and the evolution of psychopathology.
The baseline timeframe for the assessment of self-disorders were lifetime and at follow-up self-disorders were assessed within the last 18 months.
Finally, all patients were allocated a 'Best-Estimate Consensus Life-Time' ICD-10 diagnosis and a 'Best-Estimate Consensus Life-Time' DSM-IV diagnosis by JP and JN, who jointly reviewed all available, diagnostically relevant information.
74 patients were diagnosed within the schizophreniaspectrum according to the ICD-10, 68 of these also fulfilled a DSM-IV diagnosis within the schizophrenia-spectrum.
At follow-up, the psychopathological assessment was identical to the baseline battery described above, except for the SCID being excluded. The interviewer at follow-up was blind with respect to detailed psychopathological information from the index interviews.
The interviewer at follow-up (LSN) also allocated each participant a lifetime ICD-10 and a lifetime DSM-5 diagnosis. The interviewer was a clinical psychiatrist who had been trained in the application of the EASE instrument. More specifically, the inter-rater reliability between the baseline and follow-up interviewers was tested on 18 patients resulting in a Cohen's kappa of 0.81.
In accordance with previous publications, we looked only for the presence or absence (not severity or duration) of the EASE items and explored the latter as dimensions (i.e., summing up the items rated as present, we only used main items). We scored 0 for absent or questionably present and 1 for present. We only included the main items and not sub-types in the analyses. The EASE shows a high degree of internal consistency (Chronbach's alpha 0.903) [21] .
Since we did not use the Positive and Negative Syndrome Scale (PANSS) in the baseline assessment to obtain these measures, we constructed proxy scales for positive and negative symptoms by adding nonoverlapping items selected from the interview schedule, for details see [21] . This procedure was applied to both the baseline and the follow-up data.
Sample attrition
We only succeeded to obtain full personal interviews with 48 subjects of the original group of 74 (65%). 12 declined to participate in the follow-up study, 12 were lost to follow-up, 1 emigrated, and 1 was in forensic treatment.
Data analysis
In all analyses, we used the ICD-10 diagnoses.
We tested for potential differences in the self-disorder scores between baseline and follow-up using mixed models and ANOVA adjusting for domain as a repeated variable. Because of questionable normal distribution of residuals tested by Shapiro-Wilks test, we also compared baseline and follow-up for the total EASE scores and for each of the five domains with the non-parametric Wilcoxon signed-rank test.
The correlations between baseline and follow-up were tested with Spearman's rho, two-tailed.
We tested if baseline EASE score predicted GAF followup by univariate linear regression.
Furthermore, we compared the baseline-remainders and the baseline-dropouts with Wilcoxon signed-rank test. We used Fischer's exact test to test for independence between the variable for remainders/dropouts and (1) gender; (2) educational level; (3) marital status; and (4) diagnosis. We used the McNemar to test the independence between the variable for the baseline/follow-up and variable (2)- (4).
We used SPSS version 24, Stata version 14.1, and SAS version 9.4. Table 1 shows the differences for the following variables at baseline and follow-up, and for the 26 patients included at baseline, but not at follow-up (dropouts): gender; marital status; the diagnostic groups (non-affective psychosis or schizotypal personality disorder); educational level; age; self-disorders; Global Assessment of Functioning-Symptom scale (GAF-S); Global Assessment of Functioning-Function scale (GAF-F); and the positive and negative symptoms scales. The Wilcoxon signed-rank test results show that the mean for both GAF-S and GAF-F increased significantly (P < 0.0001) from baseline to follow-up, reflecting at better level of functioning and a lower level of symptoms at follow-up.
Results
Five patients (10.4%) changed diagnosis from schizotypal disorder to schizophrenia at the follow-up assessment.
Several of the patients completed further education and got married during the 5 years.
P values from the mixed analysis (0.13) and the ANOVA (0.13) adjusting for domain as repeated variable showed that the mean SD score can be assumed to be identical at the both occasions when we adjust for domain. Additionally, we tested the full EASE scale and each of the five domains independently of each other (due to questionably normal distributed residuals). The mean differences between SD at baseline and follow-up are also presented in Table 1 . For the full EASE scale and for four of the five domains (domain 1, 3, 4, and 5), it can be assumed that the mean SD score is the same at baseline and at follow-up. For domain 2, the mean score slightly increased at follow-up.
The 26 dropouts had a statistically significant lower level of SD at baseline than the 48 remainders. Table 2 shows the correlation matrix for the EASE scale, the five EASE domains, and the GAF scores. We found a moderate (ρ = 0.484, P < 0.01) correlation between baseline and follow-up of the full EASE. Additionally, the correlation between baseline SD and baseline GAF-S was moderate (ρ = −0.378, P < 0.01) and so was the correlation between baseline SD and follow-up GAF-S (ρ = −0.382, P < 0.01).
Correlations between the full EASE, and the positive and negative symptoms scales were not significant except for the correlation between positive symptoms and EASE at followup (ρ = 0.530, P < 0.01). There was no temporal change in the level of positive symptoms and a slight increase in the level of negative symptoms.
In Table 3 , the 13 most-frequently rated items at baseline are displayed. Additionally, the table shows the P value from the McNemar test (P values below 0.05 is in bold, indicating a significant difference between baseline and follow-up) and the frequencies of the items' presence at baseline and at follow-up. Equal proportions at baseline and follow-up were found for 9 out of the 13 items.
Finally, baseline SD affected follow-up GAF-S [slope estimate −0.346 (95% CI 0.62; −0.07), P = 0.017]; thus, pointing to higher levels of SD at the initial assessment predicting higher symptomatic levels at follow-up (in this analysis, we omitted one subject who exhibited an extraordinary outlier value which could not be adapted to the analytic model). There was no effect of baseline SD on GAF-F at the follow-up.
Discussion and conclusion
A limitation of this study is that we only succeeded to obtain follow-up interviews with 65% of the patients, but this figure corresponds to most follow-up studies. However, there were no differences with respect to standard global psychopathological (positive and negative symptoms measures) or demographic characteristics between the participants and the dropouts.
To the best of our knowledge, this is the first report on the persistence of SD measured by the EASE across 5 years in a sample of schizophrenia-spectrum patients. The total level of SD at the two occasions was not statistically different. Looking at the domains individually there was a minor increase for domain 2, measuring self-awareness and presence. This little increase may perhaps be ascribed to methodological reasons. This domain of experiences is difficult to verbalize, and the patients may have been made more aware of these phenomena and thus were better able to verbalize it at the second interview.
Baseline SD correlated with GAF score both synchronically and across occasions. Apart from the expected intercorrelations within the EASE and the correlation between EASE and positive symptoms scale at follow-up, there were no other significant correlations.
We have previously shown correlations between EASE, and positive symptoms scale and negative symptoms scale, respectively; however, the current sample is considerably smaller and diagnostically more homogeneous [21] .
Notably, SD predicted global symptomatic, but not functional outcome. The functional and symptomatic levels at follow-up may reflect that all patients were hospitalized at baseline, but not at follow-up. With respect to singular items, 9 of the 13 most-frequently rated items at baseline had equal frequencies at follow-up.
This study demonstrates a temporal persistence of selfdisorders in schizophrenia-spectrum patients. This persistence is consistent with the view of SD as a fundamental feature of schizophrenic psychopathology, as advocated by the founders of the concept [2] .
We have previously reported from another sample that was assessed for SD using a pre-EASE scale, and showed a similar pattern of results. The pre-EASE scale is not directly comparable to the EASE, because it was a post hoc scale constructed due to our evolving interest in SD. The reader may compare our Table 3 with Table 1 from [20] . The pre-EASE scale comprises less than half of the items corresponding to the EASE items. Of the 13 most frequent items rated in this study five items were also included in the pre-EASE scale. All these five items were also among the most frequently rated items in the previous study. All five pre-EASE items were among the nine mostfrequent rated items at both initial and follow-up assessment [20] . 
